In diseases of the accessory sinuses of the nose, it is somewhat doubtful, in the opinion of rhinologists and otologists to-day, which is the most frequently involved, the maxillary sinus or the ethmoid; but I think the consensus of opinion will favor the latter, as recent critical research in pathologic conditions of the nose has shown trouble much oftener in this region than was ever suspected.
The condition may be either an acute or chronic catarrhal inflammation. The acute is not of serious import, generally subsiding quickly without much treatment, whereas the chronic form may end in suppurative ethmoiditis which usually occurs in the course of a catarrhal rhinitis in either its acute or chronic form. The radical view taken by Bosworth and Woakes that "the tendency in all cases, and the result in the large majority of instances of a suppurative inflammation of the ethmoid cells is necrosis of bone," and that "all ethmoiditis tends toward and usually develops, sooner or later, into necrosis" is an observation I think not experienced by rhinologists, generally, in their clinical work. When Icases due to syphilis, tuberculosis, _mercury, phosphorus or trauma are eliminated, it is not often that necrosis or caries is found.
Occasionally, suppuration has been observed in conjunction with facial paralysis, and it is an undecided question whether the suppuration is due to the paralysis or the paralysis due to the suppuration. Weichselbaum believes in the first, and quotes several cases to prove his theory, whereas Zuckerkandl is inclined to the latter.
Bosworth classifies ethmoiditis into three divisions: (1) Extracellular myxomatous degeneration, the disease being limited to the middle turbinated body; (2) intracellular myxomatous degeneration, in which not only the middle turbinated body, but also the ethmoid cells had undergone myxomatous degenention; and (3) purulent ethmoiditis, which mayor may not be associated with myxomatous degeneration of the ethmoid, but which usually is associated with nasal polypi.
The inflammation may extend to the cells from the nose, the orbit or any of the accessory cavities, or it may occur by a closure of the osteum ethmoidale by pressure of a turgescent or hypertrophied middle turbinated body, deflection of septum, nasal pOlypi, etc.
There is much difference of opinion as to whether eth· moiditis causes polypi or that polypi produces ethmoiditis. I believe that clinical experience teaches us that in a measure, both opinions are correct.
A severe inflammation is often followed by necrosis. Syphilis, no doubt, is one of the most frequent causes of necrosingethmoiditis. Any or all parts of the ethmoid may be affected by an inflammatory process, which is bad enough at any stage, but when it reaches the suppurative type, becomes a most difficult affection to treat successfully. This disease may, and often does, extend to the frontal, maxillary and sphenoidal sinuses. Bosworth, in thirteen cases of ethmoidal disease, found antrum implicated in seven-over 50 per cent. Many cases of exophthalmia, narrowing of the field of vision and blindness have been reported, caused from the pressure of empyema of the ethmoidal and spenoidal sinuses.
I have found suppuration of the ethmoid quite frequent, but necrosis rather rare, excepting that due to syphilis, phosphorus, mercury, etc. If pain is experienced, it may be at the base of the nose, intraorbital at the back of the eye or in the eyeball, or a very general pain over the whole head, but oftener, there is no pain whatever. Mucopus will be seen to ooze from under the anterior extremity of the mid.dle turbinated body, or the turbinated may be greatly distended and blanched in appearance with no flow of pus, as I have seen in several of my cases. Again. it may empty into th~orbit and the pus be discharged from the inner canthus of the eye. It is generally attended with some fetor, but not so pronounced as is the case of empyema of the antrum. If only the ethmoid is involved, the fetor is not perceived by the sufferer, owing to the impairment of the sense of smell.
The health is usually much impaired; asthma, hay-fever and other neurose& often exist, also loss of appetite, nausea from the muco-pus secretion passing through the post-nasal space into the stomach. It is sometimes difficult to tell which cavity is the seat of the disease.
As before stated, a simple inflammation generally subsides spontaneously as soon as the acute nasal difficulty passes away, but a suppurative process may be most difficult to conquer, often lasting for months and years; occasionally never responding to the most skillful treat.ment.
It may happen that the whole intracellular structure is broken down and carried into the nose, thereby giving a good drainage and effecting a rapid and complete cure.
The treatment consists in thoroughly cleansing the nasal cavities with some antiseptic solution, removing all obstructions to free drainage. Among such are found deflected septum, hypertrophies, spurs, polypi, etc. By good care, a few will get well, but by far, the large ma-. jority will require surgical interference. This is accom': p1isned br the removal of the anterior portion, or in some cases, the entire middle turbinated. This is quite readily done by the scissors, drill or various nasal cutting forceps, preferably those devised by myself which I have found to work better than any others. If they are used once by rhinologists, I believe will be continued in use until something better is invented. However, their merit or demerit will be demonstrated. After this is done, curetting or driUing with a bar to break up the intracellular structure is necessary in order to give free exit to pus, and access to the parts for proper cleansing. The wholesale removal of the turbinates, as practiced by Woakes, is absolutely uncalled for, as is proven by most of the leading rhinologists of the world. Recent cases respond rather quickly to treatment, but those of two or more years' standing are extremely obstinate, and I am doubtful if they ever get' entirely well, no matter how cautiously handled. This seems to have been the experience of most men. On referring to my history records, I find that during the last eight years, there have come under my treatment thirty-nine cases of suppurative ethmoiditis, a few of which I now report. GASE 1. Mrs. J., 43 years of age, consulted me on April 3d, 1895, complaining of severe headaches particularly on left side, and great pressure at root of nose and in left eye. For eight years, has suffered intensely with asthma. An oculist had corrected a high degree of astigmatism, giving her some relief when reading or doing fine work. A surgeon had divided and exsected a portion of the left supraorbital nerve with negative results. She wa~advised to leave the sea coast and go inland in hope of relief which she did,. spending sometime in Colorado, New Mexico, California and Honolulu with no benefit, excepting what resulted from diverting her mind in a measure, from her trouble. Eventually she returned to Brooklyn thoroughly discouraged. Was advised, for the first time, to consult a nose and throat specialist and referred to me 'by her family physician.
-Examination shows great enlargement of the left middle turbinated body pressing on septum and outer wall of nose, whi('h was broadened unilaterally. A small swelling appeared in inner canthus of eye. Some exophthalmia and contraction of the field of vision of recent date. The turbinated had a blanched appearance and was pultaceous .to the touch, indicative of a cystic or suppurative condition, although no pus was visible. Otherwise, both nares were about normal. The general health was miserable.
With the cutting forceps, I removed the anterior extremity of the middle turbinated body, resulting in a free exit of fetid pus, curetted with a sharp instrument easily breaking down all possible intracellular structure which was carious; opened from the eye into the ethmoid cells; 328 SUPPURATIVE ETHMOIDITIS AND ITS TREATMENT.
cleansing thoroughly with 1 to 10,000 bichloride followed" by an insufflation of aristol.
Treatment was continued with more or less regularity over one year, but pus formation has not entirely ceased. However, the asthma, headaches and all eye symptoms have absolutely subsided, and the lady is now in robust health.
The cause of this case is obscure, but it was probably a neglected intranasal affection. CASE 2. Chas. B., 24, referred to me by Dr. Barker, October 9th, 1897, complained of constant occlusion of nose, being compelled to breathe through the mouth both day and night. Is a sufferer from hay fever and asthma, going to the White Mountains every summer to obtain relief. Has had on neck within six months thirty-two boils and one carbuncle of large dimensions. General cachexia, specific history at 18 years of age. Examination shows very large septal spurs right and left, and greatly 'hypertrophied inferior turbinates on both sides pressing on septum almost wholly filling vestibule. I could not see middle turbinates even under what .contraction could be produced by cocain, which was but slight. Constant oozing of pus into nasopharynx. With saw, I removed sp,urs and later a portion of each illferior turbinated. In a few days, I was able to make a proper exam-' ination of the midj.le turbinates finding the right much enlarged and pus coming from beneath the anterior portion. Excepting the prophylactic measures necessary, I did nothing else for several weeks to give time for at le~st a partial recovery from the operations, at which time, pus was discovered flowing into the nose from the maxillary sinus. The question arose whether the ethmoiditis was caused by a backing up of the pus into the ethmoid from the antrum through the ducts, or the reverse.
However, I at once cut into the ethmoid and removed a large quantity of carious bone. Tbe discharge from antrum soon ceased, proving that the antral trouble originated in the ethmoid. The boils promptly disappeared and no more have formed; also no hay fever or astma has manifested itself. Health excellent, and the patient has gained thirty pounds. SUPPURATIVE ETHMOIDITIS AND ITS TREATMENT. 329 CASE 3. Mr. M., 54 years of age, consulted me on May 10th, 1898, complaining that for about seven years he had s.uffered severely with neuralgia; the pain starting from' inner angle of right eye and extending first over the corresponding side of the head, and eventu,ally over the whole head. If his nose became occluded, the pain was more severe. For many years, a fluw of pus came from the right nostril, and the sufferer noticed that the pain was much greater when the pus~eased altogether or nearly so, than when there was free discharge. He had been treated by his family physician by both local applications, internal medication and nasal spray. A resection of the supraorbital nerve had been advised, but had not been carried out.
Rhinoscopic examination disclosed a. ,much enlarged right middle turbinated body from around which a purulent secretion was coming. The ethmoid cells were opened by the forceps and curetted, and although filled with pus, no dead bone could he detected. The pain subsided immediately, and in two months' time the cure was apparently complete. In this case, only the anterior cells were involved.
In my thirty-nine cases, the maxillary sinus was implicated in sixteen. Eight were carious. Suppuration of the whole cellular structure in eleven and anterior involvement of twenty-eight.
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